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This State Rules and Regulaflens Is not matas
avideneed by:

Rules and Requlation for Program Adrninistration
of Nursing Care Facilitles Chaptar 11,

Section 11, Dietetic Sarvices

(a) Dietary Supervigion, QOverall supervisory
responsibility for the dietetic ssrvice shall be
assigned to a fulktime qualified dietetic
suparvisor,

(i) 1 the gualified supervisor is not a
Reglstered Dietiolan, she/he shall ba a graduata
of a digtatlc tachnician program spproved by the
Amarican Dletetic Association or a distary
managet's educational program approved by the
Certifying Beard for Dietary Manzgers. Training
and experionce In food service supervision and
nutrition equivalent in content to the approvad
educations! programs are accaptable,

This standard is not met as evidenced by

Based on staff terviaw, the facility failad to
ensure there was a full-time supervisor for
dietetic services who was qualified. The findings
Ware:

During an imearview on 10/2%/12 at 1:45 PM, the
distary manager confirmed she wag not a
certified dietary manager, She stated she was
currently enrollsd in the COM course,

The Dietary Manager will be a graduate |-
of a program approved by the American)
Dietetic Association or a dietary '
managers’ educational program
approved by the Certifying Board of ;
[Diatary Managers. This will be !
accomplished by: :
1) The Dietary Manager is
currently participating I an
approved CDM program

2) The consulting digtlclan will
provide monthly progress
reports to the Department of
Health Office of ticansing.

3) The Dietary Manager will
completa the course by

C e 06/30/2013.
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